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mm Hg and there was no increase in aortic fegUr&tiOn. 
The mortality rate at 1 month was 8.8% for the entire group, 
which included patients with concomitant coronary artery 
and other valve procedures. 
Serial postoperative echocardiographic studies demon- 
strated progressive aortic regurgitation in most patients and 
multivariate analysis failed to incriminate any specific CO- 
m&id factor or operative event. At a mean interval of 13.5 
months after surgery, sudden death had occurred in 2 
patients and 11 other patients had developed severe aortic 
regurgitation, which mandated reoperation a d aortic valve 
replacement i  6. At the time of autopsy or reoperation, 
there was a common pathologic finding in the valves exam- 
ined. Granulation tissue and fibrous tissue were present with 
thickening and retraction of valve leaflets that produced 
central aortic regurgitation secondary to poor coaptation. 
Recurrent calcification and stenosis were not dominant 
problems. In the short interval after the ultrasonic debride- 
ment procedure, these results have prompted this group to 
abandon further trials of ultrasonic decalcification. 
A recent report by Craver (10) describes a similar expe- 
rience in 11 patients at the Emory Clinic. Immediate gradient 
reduction to <lo mm Hg was possible in all patients; of 10 
operative survivors, 5experienced progressive aortic regur- 
gitation and sudden death occurred in 2. The pathologic 
features of the excised valve were identical to those de- 
scribed by Freeman et al. (9). The Emory group also 
concluded that this technique should be “held in reserve.” 
Implications. With the poor results of percutaneous val- 
vuloplasty and the disappointing results of decalcification n 
the present report (9), it seems that we have failed again in 
the quest for a valve-sparing operation for aortic stenosis. A 
risk of sudden death (approximately 5%) in the study pa- 
tients remains the same as had been noted with previous 
manual decalcification attempts. The manual attempts of 
nearly 30 years ago almost uniformly failed because ofrapid 
recalcification and recurrent critical aortic valve stenosis, 
usually within 4 years. In the current report, Freeman et al. 
(9) point out some important limitations of their study; for 
example, the application of the debridement device in the 
operating room was not standardized; the instrument was 
used at various power settings and by different surgeor.- 
However, it is not technical sbo~comin~s of the device that 
caused failure. The instrument e fectively eemove 
but, in the process, changed the valve leaflet. Progressive 
leaflet fibrosis, thickening and retraction (all hallmarks of 
“healing”) constituted the body’s response to the proce- 
dure. The time course of these leaflet changes i  generally 
more rapid than the recdcification process observed after 
manual debridement. 
Although the results of aortic valve decalcihcation wi 
current ultrasonic  
and none of the three in 
the Emory series (10) who unde nt reoperation a d aortic 
valve replacement died of cardiac auses in the p 
period. Aortic valve replacement, prescribed 
for patients with symptomatic disease, remains the standard 
by which alternative surgical procedures must be judged. 
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